MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - =63-003730
DO NOT WRITE - A mr-hnn Dilfrlct No. oo _/lhimarv Registration Dllrrlc? No. ﬂg_—..logmnr'l No. _&{_2_._—... 7 STATE FILE NuMaer

ON THIS STUB iy = --ﬁ--v-r-l-'» 7 :
- o pucgg’ DEATH i 2. USUAL RESI CE (Where decessed lived. If institution: Residence before
a. COUNTY .a. STATE fe) b. COUNTY _admission)

VS§ 300
Rev. 4/59

T CITY (I outaide cor llrnm, Tive TOWNSAIP oniy] Tangth of stay in 1b e 9 ~ | Tnnide Gmins
TOWN _ H’ / o7 dm TOWN 'S- ? </ !5 | vy
;%éP?TAATEO?F [{1] in hoaplfal, oenlon) tru:yh d. Ang%EETSS (If outside, give location) Reside on Farm.
INSTITUTION. tD Ho.f '0 You 3 76 ( F/INNEY |wn NgEl

- ¥ LD
3. NAME OF DECEASED “Firet g Muddla g: & OATE Manth LA P r—

{Type or print) ; - OF R —_— ﬂ/ : e '
(FZ"" - YEp | oo JAn P (94
5. SEX ) " - [ 6. 'COLOR OR RACE 7. Marrisd ] Nw Marrled P§ [a. DATE.OF BIRTH | . AGE (last birthday) | If UNDER 1, YEAR | IF UNDER 24 HR
@ [ T Widowed [ Divorced [ |. 3_ 2-/ & ‘ E) Months | Days Hours Min.

T0a, USUAL OCCUPATION {Giva kins of work done | 10b. KIND OF BUSINESS OR INDUSTRY| .11, BIRTHPLACE (City and stata or country) | 12. CITIZEN OF WHAT COUNTRY

durlngmn;évv;zmlffﬂlm’) . . fi'éi-?./x /VD. JS A

13a. FATHER'S N 13b. MOTHER'S MAIDEN NAME B 14. NAME OF HUSBAND OR WIFE

JBATE, AMENDED

CReTEWET. A 4RD MollIE m ﬁ-A . /Van(c"

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NQ. NT

{Yes, no, or unknown) l(l_f yes, give war or dates of service) 4?3 __/o - /"(3‘{ F J?L tfe-? ; KOCH— . P/ TﬂL

18. CAUSE OF DEA'IH {Enter only one cause per line_for fa), (b}, and (:) INTERVAL BETWEEN"

PART 1. DEATH WAS CAUSED bY:
ITMMEDIATE: CAUSE (a}

Conditions, If any, . DUE 1O () _ }ﬁ(// W%Mé M"ﬂw W‘W\

which gave rise to
above cavis (a}, =
stating the under- - - e
lying causa last. DUE 10 (e) -

PART 11. OTHER._SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the tarminai PART I1l. If deceased was female wa
disease condition given in PART | (a} there a pregnancy in last 90 days

:l[:l.YuIDNoIDUn
9. WAS AUTOPSY [ 2. ACCIDENT  SUICIDE HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in FART | or PART Il of item 18.)

- . -|- - - - - \

A ] ONSET AND DEATH
o

BOCUMENT

r
PR |

20c. TIME OF  Hour  Month, Day, Year
N INJURY am, . . -y
'-x pam. ~

*.20d. 1N.IURY OQCCURRED ., . | 20e. PI.ACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
3 -WHILE'AT WORK ’ -+ farm; factory; ireet, office bidg., atc.) ; . . S
NOT WHILE AT WORK [:] ] /.

, v 3 ; A
21, | attended the decoased fr M_M%Z-nd last saw i, alive o /
Death occurred at— ﬁm on the date st asbove, and to the best of my knowladge, fram the causes stated.
e -

G R (i 7D [T Kk e Foct Mol

Z3a. BURIAL, CREMATION, | 23b. DATE | 23¢, NAME OF CEMETERY OR CREMATORY 73d. LOCATIO (Cny, Town, or county] (State)

Burial " | 1-24-63 Washington Park Cemetery St. uis County, Mo,

24. FUNERAL DIRECTOR - ADDRESS : ' 25.. DATE RECD. BY LOCAL REG.

G. Wade Granber 4202 Finney Aveisl [—- 32 A~

{Licensed Embalmer’s Statemant on Reverse Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD CF

!

a MEDICAL CERTIFICATION

t
+

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED' EMBALMER

1 . «

| hereby certify that the body whosé nameé is recorded on fhie reverse side of this certificate was embalmed by me,

Student Embalmer’ No.

or by

working under my- personal supervision.

Student

Signature of Student Embalmer

« 1 .
o~ . ) w3

yow N
L

™~ £

. . " * ) * M

_ . N
. s W T el Y
AU | UL Bt A T
Wo .

Lo

~*

- - ORI S s_-,

Sigﬁe;l;&ﬂ'—ij . dr f’%’W:

Licensed Embalmer No MIJ-IJI'

4202 Finney Avenue
St. I.Ouis 13’ Ho. .

P. Q. Address_

e R

Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Failure to .comply

e .Gfgwlmth;aMVngnsnmms igroynds;for. reyocation of.{hcense) FAPTE I FR-GE.] Iainue -
AT - % i 'embalmed by a STUDENT ‘he also shall sign |n his OWN handwriting. - .

2if rhls body is not; embalmed fud shoqld be s;o‘s..tat/e.d"?r b: 0o e —




